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Studies from several countries have shown that the COVID-19 pandemic has disproportionally affected migrants.
Many have numerous risk factors making them vulnerable to infection and poor clinical outcome. Policies to
mitigate this effect need to take into account public health principles of inclusion, universal health coverage and
the right to health. In addition, the migrant health agenda has been compromised by the suspension of asylum
processes and resettlement, border closures, increased deportations and lockdown of camps and excessively re-
strictive public health measures. International organizations including the World Health Organization and the
World Bank have recommended measures to actively counter racism, xenophobia and discrimination by system-
ically including migrants in the COVID-19 pandemic response. Such recommendations include issuing additional
support, targeted communication and reducing barriers to accessing health services and information. Some
countries have had specific policies and outreach to migrant groups, including facilitating vaccination.
Measures and policies targeting migrants should be evaluated, and good models disseminated widely.
. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .
What do we know?
Situational analysis of COVID-19 and disadvantaged
migrants and ethnic minorities in Europe
The COVID-19 pandemic has highlighted numerous health dis-parities affecting migrants and ethnic minorities in European
countries, with current knowledge based mainly on findings from
some high-income countries.1 In countries such as the UK, data are
analyzed by ethnic group and it is clear that the impact of the
COVID-19 pandemic has been disproportionately severe, including
higher rates of cases of infection, hospitalizations and deaths in
some groups.2–4 Studies are ongoing in several other countries
such as Denmark, the Netherlands, Norway and Sweden to explore
the impact specifically on migrants, including refugees, asylum
seekers, undocumented migrants and other disadvantaged groups.5
These studies have highlighted that migrants specifically, including
more precarious migrants, may have numerous risk factors and
vulnerabilities for COVID-19 and may have had high rates of infec-
tion and adverse clinical outcomes.1 Relative poverty, crowded liv-
ing and working circumstances, higher-risk occupations such as
healthcare and transport, and fewer opportunities to work from
home and access public health messaging, are all thought to have
contributed to increased risk.1 Pre-existing chronic conditions such
as type 2 diabetes, hypertension and obesity may all disproportion-
ately potentiate the risk of severe COVID-19 among some ethnic
minorities.1
Denmark, Norway and Sweden have all seen higher than expected
proportions of migrants amongst COVID-19 cases: 42% of all cases
(between 24 March and 27 April 2020) in Norway (twice their popu-
lation share), 26% in Denmark (to 7 Sept 2020) and 32% in Sweden
(to 7 May 2020).1 In Spain and Italy, studies have suggested
migrants/non-nationals may be more likely than nationals to be
hospitalized.6,7 In Sweden, immigrants from a lower- or middle-
income country (LMIC) had a higher risk of death from COVID-
19, but not other causes of death.8,9 After adjusting for age, gender,
education, income and civil status, male migrants from the Middle
East and North Africa had three times higher mortality rate for
COVID-19 than the Swedish population. The UK, Netherlands,
France and Sweden have reported higher all-cause mortality in
migrants in particular from LMICs in 2020 compared with previous
years.1,3 Undocumented migrants, refugees and asylum seekers are
particularly vulnerable.10 Multiple outbreaks have been reported in
camps, detention centres and reception centres housing migrants,
where overcrowding and lockdowns may have increased their risk of
exposure.5
As well as potentially negative clinical outcomes, a wide variety of
other health and social impacts of the pandemic have been docu-
mented. These include the exacerbation of existing inequities in
accessing healthcare services,1,10–12 increased lockdown periods for
migrants living in camp and reception/detention settings,13 and
increased job and income losses in migrants working in insecure
employment.14
Evidence suggests that some at-risk migrant groups in the
European countries may have been excluded from the national re-
sponse. Public health guidance in many countries was not initially
tailored to the needs of migrant and ethnic minority groups, and
language and cultural barriers may have meant some could not ac-
cess guidelines and messaging.10,15 A study in Montreal, Canada
found that recent migrants with less fluency in spoken or written
French or English had more difficulty accessing local COVID-19







ent_4/iv9/6423464 by guest on 10 N
ovem
ber 2021
low testing rates in a US and Canadian study.16,17 In a Danish quali-
tative study, migrants reported they felt misinformed about govern-
ment guidance for COVID-19; although written material was
translated into 19 languages, it was not properly and effectively
disseminated.18 In a rapid review of communications targeting mi-
grant populations across 47 Council of Europe Member States, no
government had produced risk communications on disease preven-
tion targeting people in refugee camps or informal settlements.14
Only 48% had translated information into at least one foreign lan-
guage at the start of the pandemic, and information on testing or
healthcare entitlements in common migrant languages was only
found in 6%.
It has been impossible to follow guidance such as social distancing
in overcrowded migrant camps in countries such as Greece11 and
there is evidence that the spread of COVID-19 is facilitated in these
settings. One recent study found no mass testing and surveillance in
these camps during the first wave in March–April 2020; prolonged
lockdowns disproportionate to movement restrictions imposed on
the host population; and COVID-19 infection 2.5–3 times higher
among refugees and asylum seekers in reception facilities than in the
host Greek population.19
Recent data suggest lower vaccine uptake rates in the UK among
ethnic minority groups more broadly, which will include more re-
cently arrived migrants.20,21 Migrants have numerous risk factors for
under-immunization and may face barriers to vaccination-related
information and vaccination services, suggesting specific strategies
are needed to target at-risk migrant and ethnic minority groups.20
Low rates of vaccine uptake combined with a higher risk of severe
disease could widen future inequalities.
What do we need to do?
Migrant health policies in the light of COVID-19
The UN’s Sustainable Development Goals agenda of ‘Leaving No
One Behind’ recommends including all migrants in health systems.
The Migration Integration Policy Index (MIPEX) scale ranks health
systems from ‘most favourable’, i.e. strong commitment to equal
rights and opportunities at the top end, to ‘most unfavourable’,
i.e. those with restrictive integration policies (mipex.eu/health).
Where entitlements to healthcare coverage are adequate, adminis-
trative barriers may still hamper exercising these rights. Countries
that have difficulty providing adequate health services to national
citizens seem reluctant to adapt service delivery to the needs and
constraints of migrants and are more likely to adopt a ‘one size fits
all’ approach. Targeted health information, accessible, translated,
adapted and responsive services are only observed in a quarter of
the 52 MIPEX countries.22
Countries’ policies have major implications for migrants’ health.
Inclusive integration policies can lead to better health outcomes but
restrictive policies the reverse.23 It is against this existing backdrop
that several organizations including the World Bank, World Health
Organization (WHO) and Lancet Migration have recommended
measures to actively counter racism, xenophobia and discrimination
by systemically including migrants in the COVID-19 pandemic re-
sponse.24 Such recommendations include issuing additional sup-
port, targeted communication and reducing barriers to accessing
health services and information, regardless of status, citizenship,
age, ethnicity, sex and gender.25 Several countries in the European
Region acted swiftly to implement migrant-specific measures that
aimed to reduce the impact of the virus.26 However, whether all
these measures have been effective and ethical (separation of fami-
lies, quarantine in confined spaces, etc.) is debatable.27
To date, few analyses have considered the impact of COVID-19
policies on migrants.27 These have been largely biosecurity-driven
rather than rooted in the public health principles of inclusion, uni-
versal health coverage and the right to health. The migrant health
agenda has been compromised by the suspension of asylum
processes and resettlement, border closures, increased deportations
and lockdown of camps and excessively restrictive public health
measures. WHO Europe has created a tool for assessing the refugee
and migrant policy response at the municipal level in the context of
COVID-19.28 Guidance for promoting the health of migrant work-
ers has also been issued.25 Lancet Migration has published several
situational briefs in 2020.29 Additional support, legal protection,
communication measures and COVID-19-specific responses imple-
mented by countries in the European region have been documented
by a European Asylum Support Office report from June 202026 as
well as in other published and grey literature such as news articles,
UN press releases and webinars (figure 1).
Countries’ policy responses to the calls for action have ranged
from greater inclusivity to exclusion and harsher restrictions. At
the ‘most favourable’ end, Portugal was the first country in
Europe to grant all immigrants and asylum seekers regularized sta-
tus, providing access to healthcare and social security.30 Although
some countries in the European region introduced policy responses
to COVID-19 specifically targeted at migrants, not all have done so,
and not all measures have been adequate. Many countries claim to
be considering refugees and asylum-seekers in their plans,31 but to
what extent remains unknown and undocumented. At the other end
of the spectrum, the situation for migrants has worsened, as some
measures, such as deportation and confinement, violate basic
human rights and trust.27
Examples of documented policy responses include temporary
changes to legal status, the addition of health and social support
mechanisms, and targeted communication. Ireland introduced plans
in early 2020 to provide financial support for regular and irregular
migrant workers and removed the requirement to share data with
immigration authorities.25 Austria created COVID-19 resources in
multiple languages including a radio programme, counselling serv-
ices and a gender-based violence helpline.25 Portugal offers a similar
helpline with interpretation.32 In an effort to mitigate overcrowding,
several countries have set up emergency shelters and quarantine
facilities for refugees and banned non-essential visits and activities.
Others have reported increased disinfection and availability of per-
sonal protective equipment in refugee centres.26 Mobile health
teams have been deployed to facilitate screening and triage at ports
of entry.26 Social support in the form of childcare and food vouchers
has also been implemented in some regions.26,33
Although many of these measures are in line with global recom-
mendations, additional measures should be put in place. All legal
and administrative barriers to care should be removed, deportations
halted and spacious hygienic living conditions in camps and outside
ensured. Firewalls should be established between healthcare and
LEGAL PROTECTION SUPPORT 
COMMUNCIATION COVID-19 SPECIFIC
Figure 1 Migration-specific policy measures implemented during
the COVID-19 pandemic in Europe
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immigration enforcement. It is crucial to make full use of public
health systems and perform epidemiological surveillance and out-
break responses in disadvantaged migrant populations to ensure no
one is left behind.
Lancet Migration has documented policy responses through situ-
ational briefs on a national level.29 Though local initiatives may not
be easily identifiable through literature searches, the need for local
action, as well as cross-border collaboration, must be emphasized.
To fully understand the policy response on COVID-19 and migra-
tion warrants more research based on disaggregated data and quali-
tative studies, within countries and along migration transit routes.
Vaccination priorities and strategies
Vaccine rollout strategies should consider disadvantaged migrants
and ethnic minorities in all priority categories.34 Strategies must
engage migrant communities and address systemic and social bar-
riers, such as language, transport and discrimination, both within
and outside the health sector for an equitable and successful vaccine
rollout.35,36 Belgium, France, Italy, Netherlands and Spain explicitly
include migrants, regardless of residence status. In the UK, migrants
are eligible to receive vaccines regardless of their status and will not
be declared to immigration authorities when they register.31 In Italy,
vaccines will be available to anyone living in the country, regardless
of their residence status. Besides inclusive policies, some countries
such as Belgium are working on several fronts to ensure better vac-
cine coverage and combat vaccine hesitancy and misinformation:
mobile outreach, communication campaigns and working with
NGOs and community mediators. The United Nations High
Commissioner for Refugees (UNHCR) is tracking national strategies
and has reported that the majority of countries have included refu-
gees and asylum-seekers in their plans. While some countries’ vac-
cination policies explicitly include undocumented migrants, this is
far from the rule: only nine EU member states have explicitly men-
tioned undocumented people in their vaccine strategies.37
In April 2021, the Global Society on Migration, Ethnicity, Race
and Health COVID-19 Working Group and the European Public
Health Association Migrant and ethnic minority section organized a
webinar entitled ‘COVID-19 Vaccination Uptake among Migrants &
Ethnic Minorities: Challenges & Opportunities.’ This brought together
leading experts and 460 other participants to discuss what could be
done to achieve equitable vaccine accessibility and maximize uptake
among migrants and ethnic minorities across the world. The con-
sensus was that initial vaccine uptake was disappointingly low in
ethnic minority groups due to mistrust, misinformation, structural
barriers to vaccine uptake and other factors. Concerted efforts are
needed to promote the uptake of the vaccine in these communities.
Despite the available evidence of the disproportionate risk to
migrants and ethnic minority groups, the criteria for vaccination
in most countries does not reflect this.
Implications for research, policy and practice
Some European countries (Norway, Sweden and the UK) were able
to detect the disproportionately high impact of COVID-19 on eth-
nic/racial minorities or migrants within a few months of the start of
the pandemic.1,8,12,13,37 This was possible in the UK because ethnic/
racial group was already recorded in routine health databases. Most
European countries do not systematically record this, limiting their
ability to investigate such inequalities in their populations.38 Some
may record the country of birth of the individual or their parents in
population registers and can thereby identify migrants or their off-
spring. Without accurate data, and its integration into health infor-
mation systems and surveillance, the true impact of COVID-19 on
migrants and ethnic groups in Europe will remain largely unknown.
As previous UK studies have shown, anonymous linkage of the
census to health and death records provides a powerful means of
exploring the complex relationships between ethnic group, place of
birth and health.39 An expert group in Scotland recently concluded
that this type of linkage would provide the most robust and publicly
acceptable means of examining the interaction between COVID-19,
ethnicity, country of birth and other inter-related factors.40 Other
countries should consider adopting similar methods as well as im-
prove data of migrants within health information systems.38
Ongoing international surveys in the MIPEX mode are needed to
examine the extent to which different countries are ensuring inclu-
sivity and fairness in COVID-19 control measures, treatment and
access to COVID-19 vaccination regardless of migrant status or eth-
nic group. A key question is whether the greater inclusion of
migrants in the health systems of some countries such as Portugal
could be replicated in others.
There is an urgent need to conduct qualitative studies and collect
uptake data in real-time to better understand the reasons for appar-
ently lower uptake of vaccines among some groups even when they
are available, and how uptake can be improved through tailored and
targeted campaigns. Research should also be conducted to under-
stand the range of measures in place in migrant and refugee camps
and evaluate their effects on the residents.
Given the unpredictable course of the pandemic, minimizing the
continuing impact on migrant and ethnic minority populations
must be a priority for all European countries. Tailored and targeted
strategies to reducing transmission risk in crowded workplaces or
living quarters where migrants predominate, such as meat-
processing factories and farms, need to be implemented. Access to
testing and social support, enabling people in financially precarious
circumstances to self-isolate. Authorities need urgently to work with
migrant and ethnic minority groups to produce appropriate com-
munications enabling reduced exposure to COVID-19 and increased
vaccine uptake. These are essential to tackle misinformation, con-
spiracy theories and anti-vaccination campaigns. Endorsement by
respected leaders and role models from migrant and ethnic minority
groups and enabling access to migrant populations via religious
institutions or other trusted bodies can all help. The UNHCR and
the International Organization for Migration are willing to assist
governments in enabling asylum seekers and refugees to undergo
testing and quarantine whilst adhering to international refugee pro-
tection standards. The European Centre for Disease Control and the
European Commission should continue to document and dissem-
inate good practice.
Conclusions
In Spring 2021, the coronavirus continued to spread rapidly in many
European countries, fuelled by more transmissible variants and
facilitated by slow vaccine rollouts. The WHO and EU have declared
that ‘no-one is safe until everyone is safe’. All countries should aim
to produce and use data on migrants and ethnic minorities as with-
out such information, serious inequalities will remain undetected
and unexplained. Given the large exclusion of migrants and ethnic
minorities from national responses, countries must review and con-
sider existing models offering temporary status to all migrants in
order to attain full health protection. The most pressing priority is
to ensure vaccine equity and maximize uptake in migrant, ethnic
minorities and other excluded or hard-to-reach communities as an
essential part of their inclusion in National Response Plans. Such
measures should not be seen as a quick fix but rather a model for
ongoing engagement and integration within a framework of univer-
sal health coverage.
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av Bekräftade Covid-19 Fall i Sverige 13 Mars–7 maj 2020 [Demographic descrip-
tion of confirmed Covid-19 cases in Sweden from 13 March to 7 May] [Internet].
2020. Available at: https://www.folkhalsomyndigheten.se/publicerat-material/publi
kationsarkiv/d/demografisk-beskrivning-av-bekraftade-covid-19-fall-i-sverige-13-
mars-7-maj-2020/#::text¼E-utbildningar-,Demografisk beskrivning av bekräftade
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